Abnormal communication between the ascending aorta and the cardiac chambers is rare, diverse in origin, and can be congenital or acquired. We report a case of a 10-year-old boy with acquired aorta-to-left atrial fistula associated with an air gun pellet injury and his successful treatment.
Valsalva [1] . Another more rare cause is the penetrating cardiac trauma. In this study, we report a case of a 10-year-old boy with aorta-toleft atrial fistula attributed to an air gun pellet cardiac injury.
CASE REPORT
A 10-year-old boy presented to our outpatient clinic with New York Heart Association (NYHA) class II dyspnea on exertion. On physical examination, his pulse rate was regular at 110 beats/min, blood pressure was 100/60 mmHg, and respiratory rate was 24 breaths/min. The patient had a well-healed sternotomy scar.
Cardiac auscultation demonstrated a grade 2-3/6 ejection systolic and diastolic murmurs, heard best at right second-third intercostal spaces. A careful patient history revealed that a shot from an air gun pellet accidentally hit the patient's anterior left fourth intercostal space 30 days previously. Hospital records indicated that he had undergone an operation following a diagnosis of cardiac tamponade. The hematoma in the pericardial sac was drained via sternotomy and no intracardiac injury was suspected. He was operated on in another hospital, which could not be reached for further information.
On presentation at our clinic, the lungs were and the left atrium, with mild-to-moderate aortic regurgitation and a hyperechogenic appearance that suggested the existence of a pellet in the interventricular septum in the apical area (Fig. 1) . Therefore, we decided to perform a cardiac catheterization.
Catheterization demonstrated abnormal flow from the aorta to the left atrium, confirming our suspicions and demonstrating an aorta-to-left atrial fistula (Fig. 2) . Under general anesthesia, median resternotomy and aorta and bicaval cannulation were performed. After systemic heparinization, cardiopulmonary bypass was started. The cross clamp was placed to allow direct visualization of the injury, and cardiac arrest was performed using isothermic blood cardioplegia to direct coronary ostia after aortotomy. A fistula in the left coronary sinus proceeding to the left atrium was spotted (Fig. 3) . The left coronary cusp was discovered to be ruptured. Left ventriculotomy was made from apex of heart because the pellet was among papillary muscles. The apical septum was explored and the pellet removed from the septum. The fistula in the left coronary sinus Acquired aorta-to-left atrial fistula is usually fatal. Aorta-to-left atrial fistula of the heart associated with penetrating traumas carries a higher mortality risk. Of all reported aortato-left atrial fistula cases, penetrating traumas are the least common. Penetrating trauma can be classified as a stab wound or a gunshot wound. Stab wounds and gunshot wounds have approximately equal incidence among patients transported to the emergency department and a mortality rate of 10-60% [2] .
Gunshot wounds of the heart carry a 2-4 times higher mortality than stab wounds [2] .
The right ventricle is affected more often than The patient's wound was on the left, just above the heart and beside the sternum in the fourth intercostal space which is the most risky area in the chest wall for a heart injury [3] .
Surgeons are strongly advised to always consider the possibility of cardiac and intracardiac injuries for this type of wound. The patient underwent an operation on a diagnosis of cardiac tamponade and was discharged from the hospital. Intracardiac injuries were not suspected. Owing to the fact that he had a minor shunt (left-right) and a mild-moderate aortic regurgitation, the potential for future postoperative complications could have gone unaddressed had we not noticed it during the outpatient clinic exam. However, in the long term, it is understood that the shunt amount and aortic regurgitation would have grown in severity. Moreover, if the aorta-left atrial fistula was not fixed, it is likely the patient would have suffered severe aortic regurgitation [4, 5] . Ultimately, the patient would have entered the operation theater in a worse condition, and the procedure would have had less benefit. 
